Aims Growing evidence suggests a causal association between smoking and eye disease. This study explores the current beliefs and practice among UK consultant ophthalmologists towards delivering smoking cessation advice to eye clinic attenders. Methods A cross-sectional survey using a postal questionnaire of all UK NHS hospital based consultant ophthalmologists was conducted. The questionnaire explored whether: ophthalmologists identify the smoking status of their patients, advise about the increased risk of eye diseases among smokers, and deliver smoking cessation advice. The availability of departmental smoking cessation resources was also ascertained. Results The response rate was 55% (485/886). Of the responders 79% were males. Only 35% of responders asked about smoking status every time or most times for new patients and 5% for follow-up patients. In all, 40% claimed to always or usually advise patients to quit smoking and 61% claimed to always or usually mention eye disease as a reason to quit. Only 14% assessed motivation to quit and 22% provided advice and assistance about how to stop smoking to smokers who wished to quit. Female ophthalmologists were more likely to undertake most aspects of smoking assessment and intervention. Only 18% of responders stated that their departments provide information about smoking for patients and 6% stated that support is available for patients wanting to quit smoking. Conclusion The assessment of smoking status and provision of targeted support for smokers to quit could be substantially improved in UK ophthalmology departments. There is a need to introduce smoking cessation support into routine ophthalmic practice and provide the resources to support this.
Introduction
Smoking can cause eye diseases such as cataract 1 and age-related macular degeneration (AMD) 2 that may lead to blindness. Other eye diseases that may be associated with smoking include thyroid eye disease, diabetic retinopathy and glaucoma. 3 While the link between smoking and eye disorders and blindness may be known to ophthalmologists, it is uncertain whether ophthalmologists warn their patients of this risk or indeed question the smoking status of their patients. In a survey of patients attending eye and outpatient clinics, we reported a lack of knowledge about the association between smoking and eye disease. 4 Evidence from New Zealand suggests that knowledge about the link between smoking and blindness may stimulate smokers to contact stop smoking services. 5 Quitting smoking can be difficult for many smokers. Quit rates can be increased by brief counselling/advice from doctors and other health care professionals and the prescription of nicotine replacement therapy or other pharmaceutical treatments. 6 Simple advice to quit from health care professionals can increase quit rates. 7 In the UK, the (former) Health Education Authority (HEA) published guidance on smoking cessation for various groups of health professionals in 1998 6 and in 2000 included specific recommendations for hospital patients. 8 Currently evidence exists for the effectiveness of smoking cessation advice and support delivered by GPs, dentists, nurses, midwives, and pharmacists. There is no such evidence for eyecare staff including ophthalmologists, and there is little knowledge about the practice of ophthalmic practitioners with respect to smoking cessation in the UK. In the USA, Gordon et al 9 found that while ophthalmologists consider it appropriate to assist smokers with smoking cessation activities, few actually assist smokers in real life clinical practice. The barriers included time constraints, worries about 'negative patient reactions' and 'loss of patients from practice'. 9 We undertook a cross-sectional survey of UK ophthalmologists to assess their current practice regarding the assessment of patient smoking status and providing smoking cessation advice and support. We also set out to examine the proportion of ophthalmologists who warn smokers that smoking is a risk factor for eye disease.
Materials and methods

Participants and sampling
A cross-sectional postal survey of UK, hospital-based, consultant ophthalmologists was performed. All consultants were identified from the Royal College of Ophthalmologists' mailing list of registered consultant practitioners. One consultant was excluded as he was involved in the development of the questionnaire giving a total of 905 consultants.
Data collection
A self-completion questionnaire was developed following a literature review and discussions with colleagues and experts in the field. Some of the questions were adapted from a previous study about the prescribing of Nicotine Replacement Therapy in pregnancy by GPs. 10 Data collected included: sex, the number of years in post as a consultant ophthalmologist, and current practice towards recording smoking status and delivering smoking cessation advice. Responders were asked to specify their current practice based on a five-point Likert scale 'every time', 'most times', 'sometimes', 'rarely' and 'never'. The questions related to smoking cessation were based on the '5As' approach formulated by the US Public Health Service for the clinical management of tobacco use recommending practitioners ask (about smoking status), advise (advise smokers to quit), assess (a smoker's motivation/interest in quitting), assist (the quit attempt), and arrange (follow-up). 11 Other questions were framed to address the HEA recommendations for smoking cessation in hospital trusts, for example, recording the smoking status for patients, where practicable, and that current smokers attending hospital should receive opportunistic advice from a clinician similar to that described for GPs and the advice should be recorded in the notes. 8 The questionnaire was field tested among ophthalmic trainees. Questionnaires with an accompanying covering letter and a prepaid return envelope were posted to all UK-based consultant ophthalmologists. One reminder letter was sent three weeks later if required and then a reminder letter plus questionnaire were sent 3 weeks after that to nonresponders.
Statistical analysis
Data were analysed using the computer statistical packages StatsDirect version 2.3.7 (www.statsdirect.com, Sale, Cheshire, UK) and Stata version 9.0 (www.stata.com, StataCorp, College Station, TX, USA). Nonresponse for missing data in questionnaires was managed by excluding them from the analysis and percentages are given for those who responded to each question. Proportions were compared using w 2 -tests and w 2 -test for trend. Adjusted odds ratios were calculated using Maentel-Haenszel stratified analysis.
Ethical issues
An ethics approval waiver was granted by Greater Manchester Research and Ethics Committee.
Results
Profile of responders
In total, 905 questionnaires were mailed out, nine were returned by the Royal Mail marked 'no longer at this address'. Another 10 were excluded as they were from consultants who were mainly or wholly practising in paediatric ophthalmology, giving a denominator of 886. A total of 485 out of 886 potential responders replied: a response rate of 54.7%. In all, 78.9% were male (374/474, with missing data on sex in 11). Most, 66.2% (313/473, with missing data on years of consultant service in 12), had more than 5 years of consultant service, mean 10.6 years (SD 7.1, median 10 years). A comparison of the responders and nonresponders by sex showed a similar gender profile of responders and nonresponders. On 1st January 2005, 83% of all consultant ophthalmologists working in the NHS were male. 12 Assessment of smoking status and delivery of smoking cessation advice Table 1 describes the results for asking about smoking and providing smoking cessation advice and support. Only 35% of respondents always or usually asked new patients about smoking and very few (5%) did so for follow-up patients. Of those who asked about smoking status, the commonest specific enquiries by responders were whether a patient smokes (95.1%, 95% CI: 92.5-81.2%) and how much they smoke (81.2%, 95% CI: 77.1-84.9).
Most responders reported that when they did ask about smoking status of new patients (85.5%, 95% CI: 81.9-88.6%) and follow-up patients (76.5%, 95% CI: 71.9-80.6%), this was recorded in the case notes. Compared with males, female consultants were more likely to report that smoking status was recorded in new (92 vs 82%, P ¼ 0.02) and follow-up patients (88 vs 70%, P ¼ 0.001). Consultants who had qualified for 5 years or fewer were more likely to report that smoking status was reported in the notes compared with respondents with over 5 years as a consultant (new patients 87 vs 82%, P ¼ 0.13; follow-up patients 80 vs 71%, P ¼ 0.05).
In contradiction to the low proportion asking about smoking status, 40% of all respondents claimed to always or usually advise their patients to quit smoking during consultations. However, only 14% of respondents mostly or always assessed motivation to quit and 22% provided advice and assistance about how to stop smoking to smokers stating they wished to quit. Of those who stated they ever advised their patients to quit, 61% claimed to always or usually mention eye disease as a reason to quit smoking.
Ophthalmologists who usually asked about smoking status were more likely to advise their patients to quit. The proportion who most or every time advised patients to quit increased from 18% among those who rarely asked about smoking status, to 31% among those who sometimes asked about smoking and 62% among those who always or usually asked about smoking (w 2 -test for trend Po0.001). Similarly, the proportion who usually or always assessed motivation to quit varied from 1% among those who rarely gave quit advice, to 7% for those who sometimes gave quit advice and 27% for those who usually or always gave quit advice (w 2 -test for trend, Po0.001). The equivalent figures for always or usually giving advice and assistance about quitting were 3, 17, and 34% (w 2 -test for trend, Po0.001). Table 2 shows a comparison of practice in relation to smoking assessment and providing smoking cessation support by sex and years as a consultant. Female ophthalmologists and those with less than 5 years as a consultant were more likely to practice regularly most aspects of smoking assessment and cessation support, although the confidence limits for the adjusted odds ratios were wide and hence the differences between the sexes were not always statistically significant.
Information/support for smokers wishing to quit
Consultants were asked to describe the form of quitting support delivered if they did give advice to smokers to quit. Of these, few give patients leaflets about how to stop smoking (4.0%) or smoking and blindness (5.0%), but most do refer to the GP or Primary Care services (66.6%). A few stated that they referred smokers to specialist smoking cessation services either in the hospital (14.6%) or community (10.3%).
Ophthalmologists were asked if their department provided any information about smoking for patients. Almost half of the responders (227/480, 47%) said none was provided. Only 18% of responders stated that their departments did provide information about smoking for patients, the remainder were uncertain. Similarly, 64% (305/479) of responders stated that their department did not provide any cessation support for patients, 31% (146/ 479) were unsure and only 6% (28/479) stated that support to quit was available in their setting. The forms of support described as available included: educational resources (eg leaflets) about the general hazards of smoking (n ¼ 63, 69%), educational resources (eg leaflets) about smoking and blindness (n ¼ 34, 39%), a specialist smoking cessation service in the hospital (n ¼ 40, 44%), Eye and access to a trained smoking cessation adviser in the ophthalmology clinic (n ¼ 3, 3%).
Importance of assessing smoking status and providing cessation support
Responders were asked how important it is for ophthalmologists and ophthalmology departments to be able to refer patients directly to smoking cessation services. Most (59.4%) agreed or strongly agreed that it is important. Consultants who did not ask about smoking during consultations were asked why they did not do this. Out of 162 (33.4%) who responded, the commonest reasons given were (some gave more than one response): lack of time (57%) and forgetting to ask (44%). However, a small number thought the smoking history was irrelevant (14%) and/or asking about smoking was not the role of the ophthalmologist (15%).
Discussion
We found that although many ophthalmologists do not assess smoking status regularly, most claim to routinely advise smokers to quit, and most mention the increased risk of eye diseases among smokers as a reason for quitting. Detailed assessment of smoking behaviour and provision of cessation support or referral to specialist services is rare. Few responders stated that their departments provide information about smoking for patients or support for patients wanting to quit smoking. Most responders considered it important for ophthalmologists/ophthalmology departments to be able to directly refer smokers to smoking cessation services.
Strengths of the survey included its novelty as the first study exploring current practice among UK ophthalmologists towards delivering smoking cessation advice to eye clinic attenders. All consultant ophthalmologists were approached to take part. Limitations include the response rate of 55%, although the responders appeared to be representative at least in experience and gender of all UK ophthalmologists. Also, the study was restricted to consultant ophthalmologists, so the findings may not apply to others in the ophthalmic workforce including those in the community or in Primary Care.
An apparent discrepancy in the results was that a greater proportion of ophthalmologists reported regularly giving advice to quit smoking than recorded smoking status during consultations. This may have been because, for follow-up patients especially, smoking status was assumed to be known from previous consultations so re-enquiry about smoking status was not required.
Subsequent to this study, the Ocular Public Health Group at the Royal College of Ophthalmologists produced guidance on smoking and eye disease for health professionals which is on the College's website: 'Smoking and eye disease'. 13 The college document highlights the importance of delivering smoking We believe that improved smoking cessation support should be provided in routine ophthalmic practice. The commonest reasons given for not asking about smoking by ophthalmologists in this survey were lack of time and forgetting to ask. Such barriers could be overcome by introducing systematic methods and training to prompt the recording of smoking status of patients and providing brief advice to quit.
14 In addition, smoking cessation support from trained advisers could be made available within clinic settings or on a referral basis. Pilot studies and controlled trials of such interventions should be carried out to explore the effectiveness of different methods of delivery of smoking cessation support in ophthalmic settings.
